Here's a more in-depth look at how Choice Plus works.

Medical Benefits

Annual Medical Deductible
Individual

Family

Out-of-Network

$4,000

$8,000

Alt individual deductible amounts will count toward the family deductible, but an individual will not have fo pay more than the individual deductible amount.

Annual Qut-of-Pocket Limit
Individuai

Famity

Alt individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual wilf not have to pay more than the individual

out-ofpocket maximum amount.

Once you've met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of
pocket iimit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Preventive Care Services
Preventive Care No copay

Includes services such as Routine Wellness Checkups,
Immunizations, and Lab and X-ray services for Mammogram,
Pap Smear, Prostate and Colorectal Cancer screenings.

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These setvices are based cn your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, codnsurance
or deductible.

Office Services - Sickness & Injury

Primary Gare Physician
All other covered persons %30 copay
Covered persons less than age 19 No copay

Additional copays, deductible, or coinsurance may apply
when you receive other services at your physician's office. For
example, surgery.

Specialist $80 copay

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery.

Urgent Care $100 capay

Adfditional copays, deductible, or codnsurance may apply
when you receive ather services at the urgent care facility. For
axample, surgery.

* After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.

20%*

20%*

20%*

20%*

20%*

$7,000

$14,000

What You Pay for Services

Out-of-Network
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Copays ($} and Coinsurance (%) for
Covered Health Care Services

Virtual Visits

Network Benefits are available only when services are
deliverad through a Designated Virtual Network Provider. You
can find a Designated Virtual Visit Network Provider by
contacting us at myuhc.com® or the telephone number on
your ID card. Access to Virtual Visits and prescription services
may not be available in all states or for all groups.

Emergency Care

Accidental Dental

Emergency Ambulance

Emergency Room?

Non-Emergency Ambulance’
Inpatient Care

Congenital Heart Disease Surgeries?
Hospital Inpatient Stays’

Inpatient Habilitative Senvices?

Limit will be the same as, and combined with, those stated
under Skitted Nursing Facility/Inpatient Rehabiiftation Services.

Skilled Nursing Facility & Inpatient Rehabilitation Facility
Services!

Limited to 30 days per year in a Skilled Nursing Facility.

Limited to 60 days per year in an Inpatient Rehabilitation
Facility.

Qutpatient Care

Habilitative Services
Manipulative treatment services
Other habilitetive services

For oulpatient therapies (physical therapy, occupational
therapy, speech therapy, post-cochlear implant aural tharapy,
cognitive therapy), limits will be the same as, and combined
with those stated under Rehabilitation Services.

Home Health Care?

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This
visit iimit does not inciude any service which is billed only for
the administration of intravenous infusion.

Lab Testing’
Limited to 18 Presumptive Drug Tests per year.

Limited to 18 Definitive Drug Tests per year.

* After the Annual Medical Deductible has besn met.
1Pricr Authorization Recuired. Refer to COC/SBN.

No copay

No copay™
No copay*
$350 copay

No copay*

No copay*

No copay™

What You Pay for Services

MNetwark

Out-of-Network

20%*

No copay™
No copay™
$350 copay

20%*

20%*

20%*

The amount you pay is based on where the covered health care sarvice is provided.

No copay*

$30 copay

$30 copay

Ne copay™

Na copay

20%*

20%~

20%™

20%~

20%*
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What You Pay for Services

Copays {$) and Coinsurance {%) for Out-of-Network
Covered Health Care Services

Major Diagnostic and Imaging? No copay* 20%*

Physician Fees for Surgical and Medical Services No copay™ 20%*

Rehabilitation Services

Manipulative treatment services $30 copay 20%*
Cther rehabilition services $30 copay 20%*
Limited to 36 visits of cardiac rehabilitation therapy per vear.

Limited to 20 visits of cognitive rehabifitation therapy per year.

Limited fo 20 visits of occupational therapy per year.

Limited fo 30 visits of post-cochlear impfant aural therapy per
year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of pulmonary rehabilitation therapy per
year.

Limited to 20 visits of speech therapy per year.

Scopic Procedures No copay* 209%™

Diagnostic/therapeutic scopic procedures include, but are not
limited fo colonoscopy, sigmoidoscopy and endoscopy.

Surgery! No copay™ 20%*
Therapautic Treatments? No copay™ 20%"

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

X-ray and other Diagnostic Testing? No copay 20%*

Supplies and Services

Diabetes Self-Management ltems? The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment {DME), Orthotics and Supplies or in the Prescription Drug Benefits
Sectfon.

Diabetes Self-Managsment and Training? The amount you pay is based on where the covered health care service is provided.

Curable Medical Equipment, Orthotics and Supplies? No copay* 20%*

Limited to a single purchase of a type of DME or orthotic every
three years.

Repair and/or replacement of DME or orthotics would apply to
this fimit in the same manner as a purchase. This iimit does not
apply to wound vacuums.

Enteral Nutrition No copay™* 20%”

" After the Annuel Medical Deduciibie has besn met.
*Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for Netwark Out-of-Matwork
Covered Health Care Services

Hearing Aids No copay* 20%*
Limited to a single purchase per hearing impaired ear every

three years. Repair and/or replacerment would apply to this

fimit in the same manner as a puchase.

Ostomy Supplies No copay* 208>
Pharmaceutical Products No copay* 20%*

This includes medications given at a doctor's office orin a
covered person's homs.

Prosthetic Devices? No copay™ 20%*

Limited to a single purchase of each type of prosthetic device
every three years.

Repair and/or replacement of a prosthetic device would apply
to this limit in the same manner as a purchase.

Urinary Catheters No copay™ 20%*
Pregnancy
Maternity Services? The amount you pay is based on where the covered health care service is provided except that

an Annual Deductible will not apply for a newbom child whose length of stay in the Hospital is
the same as the mother's length of stay.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient? No copay* 20%*

Quipatient ang Transitional Cara’ $30 copay 20%*

Partial Hospitalization and Transitional Care? No copay™ 20%*

Other Services

Autism Spectrum Disorder Services? The amount you pay is based on where the covered health care service is provided.
Cellular or Gene Therapy’ The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Celluiar or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials® The amount you pay is based on where the covered health care service is provided.
gent_al/ﬁ:nesthesia Servicas - Hospital Ambulatory Surgery The amount you pay is based on where tha covered health care service is provided.
ervices
Gender Dysphoria’ The amount you pay is based on where the covered health care service is provided or in the
Prescription Drug Benefits Section.

Hospice Care? No copay* 20%*

Kidney Disease Treatment? The amount you pay is based on where the covered health care service is provided.
Reconstructive Procedures? The amount you pay is based on where the covered health care service is provided.
Temporomandibular Jaint (TMJ) Disorder Services! The amount you pay is based on where the covered health care service is provided.

* After the Annual Medical Deductible hes bean met.
*Prior Authorization Reguired. Referto GOG/SBN.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Transplantation Services

Network Banefits rmust be received from a Designated
Provider.

*After the Annual Megical Ceductitle has been mat.
"Prior Authorization Required. Refer to COC/SBN.

What You Pay for Services

Metwork

The amourt you pay is based on where the
covered health care service is provided.

Qut-of-Metwork

Not covered
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Pharmacy Benefits

In Network Out of Network
Annual Pharmacy Deductible
Individual You do not have to pay a phamnacy deductible
Family You do not have to pay a pharmacy deductible
Up toa 31-day supply Up to a 90-day supply
Precription Drug Product Tier Level Retail Network Out-of-Network Pharmacy Ma“,,gmeﬂ"““‘
T‘eé 1 $10 $10 $25
11;; 2 $35 $35 $a7.50

$5%

* Afterthe Annual Medical Deduclible has been met.

** Only certain Preseription Drug Produets are aveilable through mail erder; please visit mydhc.com® or cail Gustomer Care at the telephene number on the back of your ID card for more information. If you choose to opt
out of Mail Order Network Pharmacy but do not inform us, you will be subject to the Out-of-Network Benefit for that Prescription Drug Product after the allowed number of fills at the Ratgil Network Pharmacy. You will be
charged a retail Copayment and/cr Coinsurances tor 31 days or 2 times for 60 days based on tha number of days supply dispensed for any Prescription Qrder or Refille sent 1o the mall order pharmacy. To maximize your
Benefit, ask your Physician to write your Prescription Order or Refill for a 90-day supply, with refils when appropriate, rather than a 3C-day supply with three redills.

Your Copayment and/or Coinsurance is determined by tha tier to which the Prascription Drug List {PDL) Management Cornmittee has assigned the Frescription Drug Product. All Prescription Drug Products on the
Prascription Crug List are assigned to Tier 1, Tier 2 or Tier 3.

if you are a member, you can find individualized information on your benefit coverage, determing tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Gustomer Care number on your 1D card. If you are not a mermber, you ¢an view prescription information al welcometouhc.com > Berefits > Pharmnacy Bensfits.
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